Correspondence BJOUr that "after many attempts to find any small intact nerves, the search was abandoned." I am sure that in a case of this nature the dye would have enabled him to find most of these small intact nerves. In a personal communication to me on the use of leucomethylene blue to detect the vagal fibres, A. A. Gunn stated that in 65 truncal vagotomies done in 1970, in 54 of these operations he found further fibres following testing with leucomethylene blue; 75 of the fibres so removed proved vagal. There is, therefore, no doubt whatsoever that these additional fibres would not have been detected otherwise.
I therefore submit that, although the leucomethylene blue dye is not, and I emphasize not, a test for completeness of vagotomy, it can be of considerable help in enabling the operator to detect the small nerve radicles, which he can then remove, thus ensuring that a satisfactory vagotomy is performed. The Burge machine is not easy to manipulate, and there are various factors which can upset its operative value.-I am, etc., MAURICE LEE. Cardiac Arrest and Bone Cement SIR,-I would be grateful if I could comment on the letters about acrylic cement packing of the femur in total hip replacement operations (29 August, p. 523).
The purpose of using acrylic cement with the femoral component of total hip replacements is to spread the load from the stem of the prosthesis to as large an area of the endosteal surface of the upper femur as possible.' To decrease the axial stress to physiological levels using screws, or drill holes plugged with acrylic cement as Mr. Eric S. Glen (p. 523) suggests, would require 43 jin. (3.5 mm.) drill holes. 2 Rotary strain mentioned by Mr. Glen is an important factor in femoral component loosening.3 It has been shown4 that a torque stress in excess of 90 in. lb. (102 cm. kg.) may be created in certain movements of a metal to metal hip replacement. The tensile strength of polymethylmethacrylate made in ideal conditions is nearly 10,000 lb./sq. in., but will be much less in vivo due to cleavage layers filled with blood. A simple sum will show that multiple drill holes plugged with cement would be required to resist the shear stress at the endosteal surface of the femur.
To get a firm packing of the cement into the endosteal surface of the femur the cement must be wedged by the stem of the prosthesis as it is inserted.' This wedging cannot take place if the cement is too soft, or if an efficient vent in the femoral shaft remains. Cine-radiographic studies (to be published) have shown the effectiveness of using a plastic tube inserted down the prepared femur while the cement is being packed. This allows the escape of blood and air from below the advancing cement. The tube is removed before the final packing push, made before the stem is inserted.
No one, so far as I know, has incriminated the pressurizing of the femoral medullary cavity with air and the debris of reamming, which will happen in an unvented femur as the cement is packed in, as the cause of a lowered blood pressure.
Regarding Dr. Phillida M. Frost's comment (p. 524) about acrylic cement temperature while polymerising; the temperature will depend on the thickness of the cement mass, and whether it is in contact with metal, which will conduct heat away, and also whether there is a good blood flow nearby to do the same. Charnley,2 using his method of bone preparation in cadaveric femora, found a rise of temperature at the bone cement interface of only 12°C. Ohnsorge and Goebel5 using curretted cadaveric femora, giving a greater thickness of cement, found temperatures up to 680C.
Even very slight movement of the femoral component in total hip replacements causes symptoms, and usually failure. It would thus be unwise to alter a technique found satisfactory unless it can be proved that it is the cause of complications. In 1965 the incidence of deep venous thrombosis and/or pulmonary embolism was giving rise to apprehension in the orthopaedic wards of this hospital when major surgical procedures were undertakcn, particularly those on the hip. An investigation was begun and after several false starts it seemed clearly established that the principal prerequisites for deep venous thrombosis were postoperative infection of the wound and lack of attention to the diet of the patient before and after operation. As a result of continuing close attention to these two points, and principally to the methods and standards of cleanliness and sterilization in the hospital laundry and central sterile supply department, the incidence of these post-operative complications has been satisfactorily reduced. Cases of deep venous thrombosis are now minimal and can be explained in terms of trauma, age, infection, diet, etc.
Regarding diet, patients are asked to dict strictly while they are on the waiting list, avoiding fats and sugars as much as possible, and where they are noticeably overweight they are asked to reduce their weight by at least one stone (6-5 kg.). It is explained to them that they have to prepare themselves for operation as they would for any unusual physical effort. On admission to hospital, they are given chits explaining why they are put on a diet before and after operation. The diet has a high protein content before operation, and postoperatively is graduated from fluids to meat over a period of ten days. The patients accept this routine without protest, and the diets present no difficulty to the kitchen.
Attention was acutely focused on this condition some years ago, when a healthy woman of 35 admitted for excision of the head of the radius unexpectedly dropped dead from pulmonary embolism a few days after the operation. The term deep venous thrombosis is used to denote all postoperative degrees of this condition from
